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A cyst or cysts of the lung may be a 
manifestation of disease of a widely vary-
ing nature ranging from congenital kbar 
emphysema to hydatid disease. An exhaus-
tive list of pathological states in which a 
cystic condition of the lung may be pre-
sent would also include such conditions 
as cavitational cancer of the lung, pulmo-
nary tuberculosis and lung abscess. How-
ever, the term as used here is limited to 
a congenital condition of the lung in which 
a single cyst or multiple cysts are present, 
scattered throughQut the parenchyma of 
a lung or confined to a lobe or to part of a 
~obe. Thus bronchogenic cysts of develop-
mental origin but situated outside the 
substance of the lung, in the para-hilar 
region or in a fissure would be excluded 
Congenital lobar emphysema being con-
sidered as developing as a result of an 
inherent weakness of a lobar bronchus and 
lacking the appropriate epithelial lining is 
also excluded. 
Lindskog describes the condition as 
resulting "from error in deyelopment of 
the bronchial buds. Such cysts are typic-
ally lined by ciliated mucus-producing 
epithelium, usually not communicating 
with the bronchial tree, and having muscle 
and cartilage within their walls". Occasion-
aly they are found to communicate with 
the respiratory tract. 
Other terms that have been used are: 
"pulmonary cysts, congenital cystic dis-
ease of the lung, pneumocysts, solitary 
and balloon cysts of the lung". The term 
"congenital bronchiectasis" is particularly 
confusing, but true bronchiectasis is said 
to be occasionally present at birth. 
The matter of the lining is an impor-
tant distinguishing point, but as Lindskog, 
Potts and others state, in the event of 
supervening infecticn it may be diificult 
or impossible co malce out and to distin-
guish hence from an abscess of the lung. 
The earliest mention of cystic lungs 
is probably by Thomas Bartholinus in 
1687, (Leyden edition of Miilpighius). 
H. Meyer published the first clinical report 
on this condition in 1859. By 1025 Koontz 
could collect 108 ('ases from the literature 
and add one of his own. In an early paper 
on Pulmonary Lob~ctomy by Robert and 
Nelson in 1033 one of the tEn cases des-
cribed had a pathological diagnosis of 
"Congenital cystic type of bronchiectasis" 
with "the lobe showing two large cysts 
and several small ones, and microscopic 
section showing that the epithelium was 
similar to that found in the trachea. 
Case Report 
A girl aged 4 was referred to .St 
Luke's Hospital urgently on the 27th De-
cember, 1964, for "acute tonsillitis and 
severe arthralgia of the dorsolumbar 
spine". She had had a 3-day history of 
fever, pain in the back and vomiting. On 
examination she looked flushed and ill, 
her fauces being intensely injected; her 
chest was clear. She was put on 1 million 
units of Penicillin and 0.5 g. of Strepto-
mycin daily. By the 29th she was showing 
no improvement; her temperature rose to 
104 F. She complained of pain in the right 
hypochondrium and examination of the 
chest revealed diminished air entry to the 
right base. Investigations gave the follow-
ing results:Hgb. 68%; W.B.C. 10,900 (Poly: 
65%, Lymph. 20%; Mono: 15%); E.S.R. 
40 mm. 1st. hr.; Mantoux and Serum 
10. 3. 65: Showing cystic changes rt. lower 
lobe with adjoining areas of consolidation. 
agglutination tests: negative. No protein 
and no casts were found in the urine. 
Throat and nasal swabs and a stooi cul-
ture showed no pathogenic organisms. 
Examination of gastric contents showed 
no Myco. tuberculosis to be present. X-ray 
examination of the chest showed 3 cavities 
with fluid levels to be present in the right 
lung. There was a mottled consolidation 
of the right hilar region. On 21. 1. 65 the 
child was put on 750 mgm. chlorampheni-
col daily, and for the next 5 months she 
was put on erythromycin or chlorampheni-
col ,or penicillin and streptomycin. On the 
4th January, 1965, she was given a blood 
transfusion (150 ml.). A bronchogram was 
performed on 6. 6. 65, which failed to show 
any filling of the right, middle and lower 
lobes. 
Operation was performed on 3. 8. 65 
under general anaesthesia (Dr. C. Po des-
Ut). The chest was opened through a right 
postero-Iateral thoracotomy incision along 
the upper border of the sixth rib. The right 
lower lobe was found to be partially col-
lapsed and adherent to parietal pleura over 
its mediastinal and diaphragmatic aspects. 
These adhesions were dense and. vascular 
and their separation caused fairly severe 
bleeding ,not easily controlled. She was 
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given 250 ml whole blood and 300 ml plas-
ma over the operation. The right lower iobe 
was removed and the upper and middle 
lobes, which appeared normal to sight 
and palpation, could be made to expand 
quite readily. The chest was closed with 
one intrapleural drain. Post-operative pro-
gress was satisfactory. The drain was re-
moved on the third day and the sutures 
on the tenth after operation. Chest X-ray 
(16. 9. 65) showed some residual pneumo-
thorax. This cleared u.p slowly with full 
expansion of the upper and middle lobes. 
21. 5. 65: Cysts still evident, the surround-
ing pneumonitis is less marked. 
The Histological Report (Professor G. 
P. Xuereb) was as follows: Received in 
formol saline the lower lobe of the right 
lung measuring 10.4 x 9.7 x 5.5 cm. Part 
of the lobe is well aerated; its border i~ 
distinct. There are however, fibrous, 
haemorrhagic pleural adhesions over an 
area of lung 9 cm. from above down and 
9 cm. from side to side; the pulmonary 
tissue at this side is replaced by cystic 
collapsed tissue. The specimen has been 
preserved whole. Microscopical examina-
tion shows haemorrhage and oedema 
within alveoli; there are areas of pneu-
monic consolidation with fibrosis, focal 
aggregates of lymphocytes, and eosino-
philic infiltration. Large mononuclear cells 
are also present. There is no bronchi-
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The excised cystic right lower lobe. 
ectatic dilatation. Cystic lobe right lung; pulmonary infection. This is the commoner 
haemorrhage and oedema. event and occurred in 26 of the 92 cases 
Discussion 
The true incidence of congenital cystic 
disease of the lung is difficult to determine. 
In a recent report on 372 lung resections 
in children and adolescents from H. Brueg-
ger in AllgaJl, Germany, the presence of 
lung cysts or cystlike formations was the 
indication for operation only in 5 of the 
cases. In the same series there are 4 cases 
of congenital pulmonary emphysema. 
Moersch and Claget (1947) described a 
series of 44 cases seen over a period of 
10 years at the Mayo Clinic. Most authors 
are in fact agreed that the lesion is a rare 
one but do not give figures. 
The cysts commonly have a bron-
chial communication which predisposes 
them to the development of complications. 
These are mainly of two kinds. In the first 
place they may suddenly enlarge as a 
result of a sharp rise of tension within 
them and cause acute sypmtoms from the 
considerable compression and displace-
ment of surrounding healthy lung and 
mediastinum. This may happen in very 
young children and may call for urgent 
and radical surgery. Gross (1946) des-
cribes a case where pneumonectomy was 
performed with success on a three week 
infant which developed this type of com-
plication. They may secondly, become 
acutely infected giving rise to a severe 
studied by Lichtenstein (1953). In this 
latter series no fewer than 30 of the cases 
were symptomless and discovered on 
routine investigation. 
The case reported here presented as 
a severe pulmonary infection requiring 
parenteral antibiotic therapy and blood 
transfusion. Although the brunt of the in-
fection was brought under control in a 
matter of 12 days it went on smouldering 
for 8 months until the diseased tissue was 
removed surgically. 
A third group of cases may come to 
light as a result of investigations prompted 
by the presence ef symptoms in patients 
who are not actually ill. Haemoptysif: is 
one such symptom. This was present in 
16 out oJ 22 cases studied by Dickson, 
Clagett and McDonald (1946). Other 
symptoms are cough and expectoration, 
pain and soreness of the chest and short-
ness of breath. 
Although pre-operative diagnosis is 
often possible a definitive diagnosis may 
have to wait on an examination of resected 
tissue by the pathologist. The history is 
often suggestive and clinical examination 
will focus scrutiny on the region of the 
lung field involved. It is however on 
X-ray studies that a diagnosis is based. 
Plain X-rays in postero-anterior and lateral 
erect and supine projections will show up 
the cysts and provide information as to 
their contents and the presence and degree 
Bronchogram - showing absence of filling 
of right middle and lower lobes. 
3. 12. 66: The middle lobe is fully 
expanded. 
..,. 
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of peribronchial inflammation. 
Congenital cysts as Flavell (1957) 
underlines are generally large and more 
uniform than those seen in congenital 
bronchiectasis, and the degree of peri-
bronchial inflammation is much less. 
In infants and children a real difficulty 
exists in distinguishing congenital cysts 
from the alveolar cysts that develop on 
staphylococcal pneumonia. A thorough 
search for pathogenic strains of staphylo-
cocci from the respiratory and gastro-
intestinal tracts and from the blood is ne-
cessary. In the case rej::orted here all such 
investigations were negative. 
Other points of distinction from se-
condary staphylococcal pneumatocoeles 
are the rapidity with 'Vvhich they develop 
often in the late pneumonic phase of the 
illness, and the quick fluctuations in size 
they not uncommonly show (Potts and 
Riker, 1951). The differentiation is impor-
tant because of the difference in manage-
ment required for the two conditions' 
staphylococcal pneumatocoeles are ofte~ 
multiple and regress gradually. They may 
take a year to do so (Swenson, 1959). 
Other conditions which may have to be 
differentiated in children are fibrocystic 
disease of the pancreas, and Letterer-Siwe 
disease. In adults pulmonary tuberculosis 
with cyst formation, has to be excluded. In 
Moersch and Clagett's series six cases 
were being treated for pulmonary tuber-
culosis before diagnosis was established. 
Pulmonary abscess, empyema, carci-
noma and mediastinal tumour have also 
to be differentiated. Maier and Haight 
(1940) have underlined the difficulty of 
differentiating from empyema. Lindskog, 
Liebow and Glenn (1962) point out that 
when infection supervenes it may be diffi-
cult or impossible to distinguish an infect-
ed intra parenchyma I cyst from absce:;;s of 
the lung, and Sellors has written thus: 
"the treatment of cystic disease of the 
lung does not make satisfactory reading 
and the number of cases that have been 
aspirated or drained without further at-
tempt at cure shows how little the condi-
tion is understood." 
The treatment of choice is surgical 
excision of the diseased tissue, the pre-
ferred operation is lobectomy. In infected 
cases the management rests on appro-
pria~e antibiotic ther&py coupled with sup-
portive measures to control and contain 
the pneumonitis followed by bronco-
graphy in order accurately to localiZe the 
disease, followed by operation. Broncho-
scopy is of little value and is not advised. 
More limited resection is advised by some 
but is seldom practicable. As eventual in-
fection of the cyst is the rule surgery is 
mandatory in localised disease however 
mild the symptoms. This is generally re-
garded justifiable "in this era of safe 
thoracotomy" . 
The bronchogram of the case reported 
here showed normal filling of the right 
upper lobe but failed to show prcp~r 
filling of the middle or lower lobes. At ope-
ration the middle lobe was found to be 
collapsed but expanded readily on removal 
of the diseased lower lobe. Thus the lrue 
extent of the disease may only be deter-
mined at operation. 
Cysts that enlarge suddenly and cause 
acute respiratory embarrassment by dis-
placement and compression may require 
urgent and radical surgery. Simple decom-
pression by aspiration does not work and 
predisposes to pulmonary infection. It is 
generally regarded inadvisable. Infants 
and children stand pulmonary resection 
well. No adverse effect on growth and de-
velopment has been noted following pneu-
monectomy in infants. 
Summary 
. A case of a four year old girl present-
mg as an acute pulmonary infection and 
found to have cystic disease of the right 
lower lobe is here reported. A successful 
result followed lobectomy. 
Some aspects of cystic disease (Con-
geniJal) of the lung are discussed. 
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RHEUMATIC FEVER IN MALTESE CHILDREN 
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The incidence of acute rheumatism in 
Maltese children has not been studied so 
far. In 1956 Professor J. E. Debono was 
of the opinion that the disease had be~ome 
more frequent since the end of the last 
war. Our impression is that the disease 
has become even more common. 
TABLE I 
Showing number of children 
treated for acute rheumatism 
in one of the children's wards 
1957 2 
1958 3 
1959 7 
1960 6 
1961 6 
1962 5 
1963 11 
1964 6 
1965 11 
1966 13 
During the years 1957 to 1966 inclu-
sive 70 o::hildren were treated for rheu-
matic fever at one of the two Children's 
Wards at St. Luke's Hospital. It is reckon-
ed that a similar number were treated at 
the other Children's Ward during the same 
period. At the same time an unknown 
number of children over 9 years of age 
were treated in the Medical Wards (since 
1966 patients under the age of 12 years 
have been admitted to the Children's 
Wards) and an unknown number were 
treated at home and in private hospitals. 
Were all the figures known they would 
make up a considerable number. Rheu-
matic fever occurs too frequently to per-
mit complacency. Bland and Jones (1951) 
in their study of 1000 rheumatic patients 
followed since childhood found signs of 
heart disease in 80%. They also concluded 
that 25% of rheumatic patients die within 
30 years of the onset of the illness. 
Initial attacks of rheumatic fever and 
subsequent recurrence are causally related 
to preceding infection by any type of 
Group A. haemolytic streptococci. This 
has now been accepted on clinical, sero-
logical, epidemiological and prophylactic 
evidence. Studies of rheumatic fever in 
closed communities have shown a fair con-
stant attack rate of 3% following untreat-
ed epidemic streptococcal infections. 
The symptoms and signs of rheu-
matic fever vary greatly. The clinical find-
ings are determined by the sites of in-
volvement, the severity of the lesions, 
the time of appearance during the course 
of the illness, and the stage at which the 
patient is first eX:lmined (Markowitz and 
Kuttner 1965). Yet it is very important 
that the physician be reasonably certain 
of the diagnosis. Treatment is prolonged 
